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Abstract
Background: With limited time to achieve the Millennium Development Goals, progress towards improving
women’s and children’s health needs to be accelerated. With Africa accounting for over half of the world’s
maternal and child deaths, the African Union (AU) has a critical role in prioritizing related policies and catalysing
required investments and action. In this paper, the authors assess the evolution of African Union policies related to
women’s and children’s health, and analyze how these policies are prioritized and framed.
Methods: The main method used in this policy analysis was a document review of all African Union policies
developed from 1963 to 2010, focusing specifically on policies that explicitly mention health. The findings from this
document review were discussed with key actors to identify policy implications.
Results: With over 220 policies in total, peace and security is the most common AU policy topic. Social affairs and
other development issues became more prominent in the 1990s. The number of policies that mentioned health
rose steadily over the years (with 1 policy mentioning health in 1963 to 7 in 2010).
This change was catalysed by factors such as: a favourable shift in AU priorities and systems towards development
issues, spurred by the transition from the Organization of African Unity to the African Union; the mandate of the
African Commission on Human and People’s Rights; health-related advocacy initiatives, such as the Campaign for
the Accelerated Reduction of Maternal Mortality in Africa (CARMMA); action and accountability requirements arising
from international human rights treaties, the Millennium Development Goals (MDGs), and new health-funding
mechanisms, such as the Global Fund to Fight AIDS, Tuberculosis and Malaria.
Prioritization of women’s and children’s health issues in AU policies has been framed primarily by human rights,
advocacy and accountability considerations, more by economic and health frames looking at investments and
impact. AU policies related to reproductive, maternal, newborn and child health also use fewer policy frames than
do AU policies related to HIV/AIDS, tuberculosis and malaria.
Conclusion: We suggest that more effective prioritization of women’s and children’s health in African Union
policies would be supported by widening the range of policy frames used (notably health and economic) and
strengthening the evidence base of all policy frames used. In addition, we suggest it would be beneficial if the
partner groups advocating for women’s and children’s health were multi-stakeholder, and included, for instance,
health care professionals, regional institutions, parliamentarians, the media, academia, NGOs, development partners
and the public and private sectors.
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With limited time remaining to achieve the Millennium
Development Goals (MDGs), there needs to be acceler-
ated progress to achieve MDGs 4 and 5 and improve
women’s and children’sh e a l t h[ 1 ] .T h i si sp a r t i c u l a r l y
true in Sub-Saharan Africa, where half of the 7.6 million
annual under-five deaths and the over half of the 358
000 annual maternal deaths occur. Sub-Saharan Africa
remains the region with the highest maternal mortality
rate, with women having a 1 in 31 chance of dying from
a pregnancy related cause; and is the region that marks
the slowest progress towards the achievement of MDGs
4 and 5 [2,3].
African countries have a leadership role in developing
and implementing the required policies and programmes
to achieve progress in women’sa n dc h i l d r e n ’s health.
However, many countries are faced with multiple devel-
opment priorities and limited resources. Improving the
health of women and children will require national com-
mitment to the health agenda at the highest level.
Regional bodies such as the African Union (AU) set
regional policy priorities. They also increasingly influ-
ence national and global policies as the need for linking
global and national initiatives and for partner coordina-
tion increases [4].
The African Union has already shaped national health
p r i o r i t i e s .F o ri n s t a n c e ,i n1 9 9 9 ,t h eA f r i c a nU n i o n
became the first and only regional body to pass a char-
ter on the rights of the child. In 2006, the Protocol to
the African Charter of Human and People’sR i g h t so n
the Rights of Women in Africa became the first conven-
tion to mandate state provision of comprehensive repro-
ductive and sexual health services [5]. This resulted in
the expansion of the legal grounds for abortion in many
African countries and a fall in unsafe abortion rates [6].
Between 1997 and 2009, Benin, Chad, Ethiopia, Guinea,
Mali, Niger, Swaziland and Togo all expanded the
grounds on which abortion is legal [7].
African Union policies have also been instrumental in
persuading some African policy-makers to recognize
HIV/AIDS [8], leading to the establishment of HIV/
AIDS commissions in all African countries. These com-
missions may have played a role in reducing the annual
total of new HIV infections, which fell from 2.3 to 1.9
million from 2001 to 2008 [9].
As with HIV/AIDs and other issues, the African
Union can be an important stakeholder in promoting
commitments to improve the health of women and chil-
dren and ensuring accountability for their implementa-
tion. The Campaign for the Accelerated Reduction of
Maternal Mortality in Africa, led by the African Union,
has been launched in 34 countries [10]. In 2010, the
African Union Summit of Heads of States held its first
Assembly on the theme of maternal, infant and child
health and development in Africa [11]. The declaration
emanating from this Summit has spurred various com-
mitments by member states to women’s and children’s
health and related resolutions in the Pan African Parlia-
ment [12,13].
This paper analyses how the African Union has priori-
tized policy-making on women’sa n dc h i l d r e n ’sh e a l t h ,
and outlines the implications of the trends and how pol-
icy-making can be strengthened.
Methods
T h em a i nm e t h o du s e di nt h i sp o l i c ya n a l y s i sw a sa
document review of all African Union policies developed
from 1963 to 2010, focusing specifically on policies that
explicitly mentioned health. The findings from this
document review were discussed with key experts to
identify policy implications.
Document review
To conduct the document review, all African Union
Head of State Assembly Outcome Documents were
o b t a i n e df r o mt h eA f r i c a nU nion online archive [14].
“Outcome documents” are defined as the overarching
policy documents adopted by any African Union Summit
of Heads of State and Government. Each outcome docu-
ment contains various decisions, resolutions and declara-
tions, which are referred to as policies. There were a total
of 55 Outcome Documents with a subset of 884 policies.
The 884 policies found in the 55 outcome documents
were categorized according to the 8 portfolios of the
African Union Commission (Table 1). Policies were
categorized based on the specific topics contained
within these AU portfolios. To categorize all policies,
two additional categories were created, which were not
African Union portfolios per se: one for African Union
governance and one for cross-cutting policies. The com-
bined list of the eight African Union portfolios and the
two additional categories are (in alphabetical order):
1. African Union Governance: Core Business Manage-
ment, Development of Strategies, Implementation Facili-
tation, Costs, Appointments, New Structures.
2. Cross-cutting: Development, Poverty Reduction,
Regional Cooperation, and any declarations that cover
issues in more than one category.
3. Economic affairs: Economic Integration, Monetary
Affairs, Private Sector Development, Investment and
Resource Mobilisation.
4. Human resources, science and technology: Educa-
tion, Information and Communication Technology,
Youth, Science and Technology, Human Resources.
5. Infrastructure and energy: Energy, Transport, Com-
munications, Infrastructure and Tourism.
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ment and Resolution, and Terrorism Issues.
7. Political affairs: Democracy, Human Rights, Good
Governance, Electoral Institutions, Humanitarian Affairs,
Civil society Organisations, Refugee Matters.
8. Rural economy and agriculture: Rural Economy,
Agriculture and Food Security, Livestock, Environment,
Water, Natural Resources and Desertification
9. Social affairs: Health, Children, Drug Control, Gen-
der, Labour and Employment, Sports and Culture,
Migration
10. Trade and industry: Trade, Industry, Customs and
Immigration Matters
The numbers of policies developed in each of these
categories were compared across time to determine his-
torical trends in AU policy-making.
In order to identify health-related policies, a full text
keyword search of the 55 outcome documents using the
term “health” was conducted. This search yielded 56
policies from across all portfolios. One of these policies
w a se x c l u d e da st h er e f e r e n c ew a st o‘healthy manage-
ment’ practices and not to health per se,r e s u l t i n gi na
total of 55 health policies that were included in this
analysis.
Some specific health policies-for example on Polio or
HIV/AIDS-were not captured in the keyword search
using “health”. Traditionally all health-related policies
are located within the Social Affairs portfolio. To ensure
that all policies related to health were captured, the
authors further reviewed and categorized the 102 poli-
cies within the Social Affairs portfolio based on their
reference to specific health topics e.g. AIDS/TB/Malaria,
reproductive, maternal, newborn and child health
(RMNCH), and to women’s and children’sr i g h t st o
health and development (Table 2). An additional 25
health-related policies were identified.
A total of 81 AU health-related policies were then
included in the document review (Annex 1-list of policies).
In order to identify how and why women’sa n dc h i l -
dren’s health is prioritized in African Union policies, the
authors analysed all health-related policies, according to
the main arguments or “frames” used. Based on a review
of previous policy analyses [15-22] a preliminary list of
policy frames was identified. For analysis, these frames
were defined based on the topics covered (e.g. costs,
economic growth, or budgets would relate to an eco-
nomic frame), type of evidence used (e.g. health out-
comes, mortality rates etc., relate to a health frame), and
emphasis (e.g. calls to action and participation in events
relate to an advocacy frame) etc... These frames were
further defined in an iterative process of developing,
testing and refining the analytical framework for the
document review. The final frames used in the docu-
ment review are listed below (in alphabetical order):
1. Accountability: legal, policy, and monitoring
requirements, including human rights, and African
Union and Millennium Development Goals
reporting.
2. Advocacy: prioritization statements from influen-
tial stakeholders, media coverage, events, and advo-
cacy campaigns.
3. Economic: social and economic development,
including trade, productivity, cost-effectiveness ana-
lysis, efficiency and trade-offs.
4. Health: scientific evidence and technical informa-
tion on health outcomes, effective interventions and
health systems.
5. Other: anything falling outside of frames 1-4, such
as cultural norms and references.
In additional to these frames, and in line with Walt’s
f r a m e w o r ko fp o l i c ya n a l y s i s ,w h i c hp r o m o t e sar e v i e w
of content and context of policies, as well as a review of
actors and processes that influence policy-making [23],
the coders noted key actors involved, related events,
Table 1 African Union Policy Categories 1963-2010 (in descending order)
Policy categories 1963-1970 1971-1980 1981-1990 1991-2000 2001-2010 Total
Peace and security 32 42% 38 43% 43 36% 35 24% 73 16% 221 25%
Political affairs 10 13% 7 8% 15 13% 27 19% 93 20% 152 17%
African Union governance 24 32% 10 11% 19 16% 8 6% 67 15% 128 14%
Social affairs 2 3% 8 9% 10 8% 21 15% 61 13% 102 12%
Economic affairs 2 3% 4 5% 22 18% 25 17% 48 11% 101 11%
Cross-cutting policies 3 4% 10 11% 4 3% 10 7% 48 11% 75 8%
Rural economy, agriculture 0 0% 2 2% 2 2% 5 3% 30 7% 39 4%
Human resources, science, technology 3 4% 3 3% 2 2% 6 4% 17 4% 31 4%
Trade and industry 0 0% 2 2% 2 2% 6 4% 15 3% 25 3%
Infrastructure and energy 0 0% 4 5% 1 1% 0 0% 5 1% 10 1%
Total 76 100% 88 100% 120 100% 143 100% 457 100% 884 100%
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recommended actions.
Using these coding parameters, two analysts first
coded a random sample of 5 of the 81 health-related
policies. The coding was done in Excel. The inter-rater
reliability was assessed, and through an iterative process,
the analysts identified discrepancies in coding, refined
the analytical frames in discussion with the research
team and retested inter-rater reliability. The final inter-
coder agreement was 0.80, which is considered accepta-
ble [24].
The authors also compared the policy frames used in
AU policies related to MDGs 4 and 5 on reproductive,
maternal and child health, with AU policies on MDG 6
related to HIV/AIDS, tuberculosis and malaria.
Discussions with key actors on policy implications of the
findings of the document review
To validate the findings and discuss policy implications,
results of the document review were discussed with a
purposive sample of 10 key actors involved in the Afri-
can Union and in health policy and processes on the
continent.
The actors included high-level representatives of the
African Union, ministries of health and non-governmen-
tal organizations working on African Union issues.
Interviews were conducted in a semi-structured for-
mat with written notes (Annex 2-list of questions).
Discussions included a report by the interviewer of the
preliminary findings of the document review and infor-
mation from key actors on the reasons underlying
review findings, policy implications of these findings
and recommendations for how, based on results,
women’s and children’s health could be further
prioritized.
Participating experts were informed of the intent and
purpose of this research and were informed that their
views would help shape the content of this policy analy-
sis. They were made aware that the interviews would
guide the direction of the document and would be refer-
enced anonymously in the paper. Oral consent was
sought during the interview and the research paper was
circulated to interviewees to ensure that content
reflected the discussions.
Limitations
This analysis has certain limitations. Because policies
were identified using a health keyword search, a number
of analysed policies may not have referred to health
issues, i.e. policies nominating regional candidates for
the position of Secretary General of the World Health
Organization. As such the analysis of the ‘other’ policies
that refer to health, mix policies on health issues, i.e.
avian flu as well as policies on social determinants, as
well as policies on political issues.
Additionally, the low number of discussions with
experts to inform policy implications and recommenda-
tions and the fact that interviewed experts are all cur-
rent office bearers represents a limitation, as their
expertise did not expand over the full period of exis-
tence of the Organization of African Unity and African
Union.
Results
Historical trends in African Union policy-making
Since 1963, 55 African Union summits resulted in a
total of 884 policies. 25% of these policies focus on
peace and security, 17% on political affairs, and 14% on
African Union governance. Economic and social affairs
policies account for 11% and 12% of all AU policies
respectively (Figure 1 and Table 1).
Priorities in African Union policies have changed over
time. Peace and security policies decreased from more
than 40% of policies prior to 1980 to 16% in 2001-2010.
The proportion of AU political affairs policies rose from
13% before 1970 to 20% in 2001-2010 (Figure 1 and
Table 1).
Both economic and social affairs policies have
increased substantially: from 3% prior to 1970 to 11%
and 13% respectively between 2001 and 2010. However,
the proportion of economic and social policies peaked
between 1991 and 2000 and is now declining, while the
number of rural economy and agriculture-related poli-
cies are increasing (Figure 1).
This trend analysis also notes a sharp increase in the
number of policies adopted by assemblies after the shift
from the Organization of African Unity to the African
Union in 2002-52% of all African Union policies were
adopted between 2001 and 2010 (more than the total
Table 2 Number of African Union Social Affairs Policies, by Category 1963-2010, (in descending order)
1963-1970 1971-1980 1981-1990 1991-2000 2001-2010 Total
Other social affairs 1 7 6 3 28 45
Women’s and children’s health 0 2 3 2 20 27
AIDS/TB/Malaria 0 0 0 11 10 21
Other health 1 0 1 4 3 9
Total 2 9 10 20 61 102
Toure et al. Globalization and Health 2012, 8:3
http://www.globalizationandhealth.com/content/8/1/3
Page 4 of 15number of policies passed in the preceding four dec-
ades) (Figure 2).
A sharp increase in the number of health policies
since 1991 has in part driven the increase in social
affairs policies. Health accounted for 85% of social
affairs policies between 1991 and 2000 and for 56%
between 2001 and 2010 (Figure 3). The increase in the
1990s was due to a rise in the number of MDG 6-
AIDS/TB/malaria-policies. Since 2000 there has been a
similar increase in MDG 4 and 5-related policies on
Figure 1 Number of African Union Policies, by Category 1963-2010.
Figure 2 Breakdown of African Union Policies, by Category 2001-2010.
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policies-such as the 1987 Declaration on Health as a
Foundation for Development and the 1991 Declaration
on the current African Health Crisis-mostly occurred in
the Organization’s first three decades. They defined
health as an African Union priority, and as a foundation
for development and economic growth.
Policy frames for women’s and children’s health in 81
policies that mention health
Women’s and children’s health policies use fewer frames
(1.8 frames per policy) than do AIDS/TB/malaria-related
policies (2.5 frames per policy). Within women’sa n d
children’s health-related policies, human rights policies
use the most frames to justify investments in women’s
and children’s health and development. Overall, AIDS/
TB/malaria policies use the health and economic frames
slightly more often than women’s and children’sh e a l t h
policies (Table 3).
The frames used to prioritize women’s and children’s
health based on our review of the 81 documents that
mention health are now discussed in the following sec-
tions in alphabetical order.
Accountability frame
Women’sa n dc h i l d r e n ’s health is often framed using
human rights, and the health of women and children is
often addressed by rights policies. Between 2001 and
2010, there were 13 policies on women’s and children’s
rights, empowerment and health, but there were only
five policies specifically focused on Millennium Develop-
ment Goals 4 and 5.
Rights policies address health issues related to women
and children and define government obligations to pro-
vide health services. For example, the 2005 Protocol to
the African Charter of Human and People’sR i g h t so n
the Rights of Women in Africa addresses an array of
gender-related health issues and other determinants of
health. These include: access to education and food;
child labour and forced labour; physical and sexual vio-
lence; harmful traditional practices; early marriage;
reproductive health rights; maternal mortality; cancers;
menopause; and mental disorders.
Legal, policy, and monitoring requirements-including
human rights and African Union reporting-account for
42% of frames used by women’sa n dc h i l d r e n ’sh e a l t h
policies, 31% for AIDS/TB/malaria policies and 25% for
other health policies.
Advocacy frame
Advocacy statements, policies and related activities con-
stitute 33% of the frames used in AIDS/TB/malaria poli-
cies, and 31% of those used in women’s and children’s
health policies. Advocacy statements have considerably
increased in policies that refer to women’sa n dc h i l -
dren’s health.
Referencing global goals and policies such as the Mil-
lennium Development Goals and regional events such as
the World Summit on the Child has been significant. In
the 2010 African Union Declaration on Maternal, Infant
and Child Health and Development in Africa, member
states:
“Individually and collectively reaffirm our previous
commitments aimed at accelerating the health of our
people and the social development of Africa. In this
regard, we re-dedicate ourselves and commit our
Figure 3 Number of African Union Social Affairs Policies, by Category 1963-2010.
Table 3 Frames used in AU policies that mention health
(in descending order)
Women’s and Children’s
Health
MDG 6 Other Total
Procedural 20 42% 16 31% 14 25% 50
Advocacy 15 31% 17 33% 17 30% 49
Economic 6 13% 10 19% 21 37% 37
Health 7 15% 9 17% 5 9% 21
Total 48 100% 52 100% 57 100% 157
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health of Africa’s women and children and thereby
attain all Millennium Development Goals (MDGs)
particularly MDGs 4, 5 and 6 by 2015.”
Health frame
Health frames include research, evidence and informa-
tion on health outcomes and the burden of diseases.
17% of the frames used in AIDS/TB/malaria policies are
health, 15% are in women’sa n dc h i l d r e n ’s health
policies.
Generally in these policies, claims of the severity of
the women’s and children’s health situation are not sub-
stantiated by scientific data.
Economic frame
Economic frames in policy include the use of arguments
based on socioeconomic development, cost effectiveness
and investment. Economic arguments constitute 13% of
frames used in women’s and children’s health policies,
19% of those used in AIDS/TB/malaria policies and 37%
of those used in other policies that mention health.
The use of the economic frame in women’s and chil-
dren’s health policies is infrequent and unspecific. An
example is seen in the 2008 Declaration on Maternal,
Newborn and Child Health, which: “Recognises with con-
cern that poor maternal, infant and child health
remains a major challenge confronting the continent and
undermining its development efforts”.
The bulk of policies that cite the contribution of
women and children to development do not define or
quantify it, or estimate the consequences of ill health.
The closest numerical definition of the contribution of
women to development is seen in the 1990 Resolution
on the World Summit states that: “African Women pro-
duce over 70% of the food crops in many parts of the
Continent”.
The cost-effectiveness of women’sa n dc h i l d r e n ’s
health interventions is also rarely used as an argument.
Discussion
Policy implications of the document review
The document review yielded some findings that can be
used to shape knowledge and advocacy efforts to priori-
tize and strengthen references to women’s and children’s
health in African Union Policies.
The African Union predominantly views the health of
women and children as a human right. This is seen in
the inclusion of health entitlements in rights policies as
well as in the referencing of rights policies in women’s
and children’s health policies. Those organizations and
individuals wishing to promote a post-2015 agenda for
health can make use of the continued framing of
women’s and children’s health in the rights discourse
[25]. The rights discourse can also promote the
implementation of essential services for women and
children through the use of related accountability
mechanisms such as the African Court on Human and
People’s Rights.
Accountability and monitoring requirements are heav-
ily referenced in African Union policies, and receive
substantial attention within the assemblies. These
requirements provide an entry point for the issue to
remain on the policy agenda. This use of the account-
ability may become more pertinent, especially as the
recognition of the African Union increases globally,
regionally and nationally. One public health expert
notes that “as the African Union becomes stronger, these
policies will become more important because most of
them incorporate monitoring and reporting clauses.”
Advocacy plays an important role in prioritizing
issues. In part, this is due to the increased participation
of advocates in African Union dialogue since the incep-
tion of the African Union in 2002. Advocacy for policy
prioritization takes many shapes. For instance, prior to
and during the July 2010 Summit, many articles
appeared in Kampala and regional journals pointing to
efforts undertaken by some countries to improve
women’s and children’s health, highlighting the lack of
progress in others and comparing regional health spend-
ing by all countries [26-28].
While the use of the advocacy frame has been success-
ful it has been challenging for the women’s and chil-
dren’s health community. As noted by a public health
specialist:
“Where the AIDS paradigm has a central message,
and malaria has insecticide-treated nets, [advocacy
for] reproductive, maternal, newborn and child
health is complex. The messages range from coverage
of different interventions along the continuum of
care, to health systems issues and social determi-
nants. When disaggregated, we note that a lot of
them fall outside of the health sector. Grappling with
the complex recommendations behind reproductive,
maternal, newborn and child health has been chal-
lenging, and advocacy messages need to be
simplified.”
The women’s and children’s health community should
pursue its efforts in aligning and simplifying communi-
cation on key interventions to maximize campaign
impact.
While scientific evidence on trends in Millennium
Development Goals 4 and 5 and related interventions,
policies, financing and practices [29] exists, it is rarely
used to support policies on women’s and children’s
health. Processes like the Countdown to 2015 provide
evidence. Research institutes such as the Institute for
Toure et al. Globalization and Health 2012, 8:3
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zations such as the World Health Organization, United
Nations Population Fund, World Bank and UNICEF, all
provide substantial evidence on health outcomes and
underlying causes [30,31].
Health advocates may choose to look at more effective
ways to package, promote and disseminate these data to
policy-makers in countries to ensure that policies are
evidence-based. In addition to demonstrating that the
implementation of affordable packages of interventions
can save lives, they may also consider that this informa-
tion will point to the severity of the women’sa n dc h i l -
dren’s health crisis. As noted by one public health
specialist:
“The AIDS and malaria movements, using health
outcomes and impact of these diseases on the socie-
ties, have managed to position these diseases as
crises. While stakeholders acknowledge that mater-
nal, newborn and child health is a problem, they are
rarely aware of the magnitude of this problem, and
t h i si sb e c a u s e[the health] community has not posi-
tioned the issue using scientific communication. We
have tabled our messages on emotional
argumentation.”
In addition to providing scientific evidence on the
health burden, its causes and remedies, increased effort
to demonstrate the economic impact of women’sa n d
children’s health on national and regional economies
would help to prioritize this issue among Heads of
States. This is reflected in the intervention of certain
Heads of States during the 2010 Summit who noted
that while the health of women and children is a cause
for concern, the attention provided to the issue must be
shared with other sectors that have a direct bearing on
countries’ growth and productivity [32].
Evidence of the productivity gains related to improved
women’s and children’s health exists, though it is sparse
and tends to reflect global figures. USAID estimates
annual global losses in productivity due to maternal and
newborn deaths at US$15 billion [33]. Regionally, the
West African Health Organisation (WAHO) estimated
in 2007 that static health investment from 2007 to 2015
in the countries of the Economic Community of West
African States would result in a loss of US$5 billion
[34].
The proven cost-effectiveness of women’s and chil-
dren’s health interventions is also rarely used as an
argument, although clear evidence to support invest-
ment does exist. For example, research has indicated
that for every dollar spent on family planning, four dol-
lars are saved on treatment for complications of
unwanted pregnancies [35].
However, economic evidence varies greatly in quantity,
quality and availability, which perhaps explains the
restricted use of the economic frame. Traditional reluc-
tance to justify health investment in economic terms
may also be a factor. One health expert notes:
“There has traditionally been some resistance by the
health community to using economic arguments to
justify health investments because of a reluctance to
associate health spending to returns to the state. This
trend is slowly subsiding and research on the impact
of health investment is increasing.”
Processes for improving prioritization of women’s and
children’s health in African Union policy-making
Regional institutions and their roles in the prioritization
process
Formal processes for prioritizing issues within African
Union Assemblies include African Union Commission
requests and recommendations; member state requests;
and outcomes of regional ministerial conferences.
The African Union Commission aims to prioritize
health issues based on member state interests and con-
cerns (as defined by conferences of African ministers,
member state requests and assemblies). This gives pro-
grammes legitimacy and encourages their implementa-
tion by countries. One expert notes the importance of
this consultative process in the success of health cam-
paigns resulting from initiatives such as the Interna-
tional Conference for Population and Development
(ICPD). Another expert states the need to take account
of local factors when pursuing globally agreed goals:
“One day when optimal processes have been put in place
we will have reached global goals through continental
mechanisms. CARMMA is one of these ideal processes.”
In addition to supporting the reflection of country
priorities in the African Union agenda, the Commission
plays a crucial role in defining it. The current Commis-
sioner for Social Affairs has successfully positioned
women’s and children’s health as a crucial issue for the
continent, and has been the principal voice behind the
regional campaign targeting its improvement. The Cam-
paign for the Accelerated Reduction of Maternal Mor-
tality in Africa (CARMMA) is an example of a
successful campaign being pushed by the Commission.
Having been launched at the highest political level in 34
countries in Africa (as of March 2011), CARMMA
reflects successful national ownership and prioritization
of women’s and children’s health [36].
The Commission also monitors the implementation of
policies. However, the proliferation of policies and the
limited personnel and resources of the African Union
Commission make the implementation of these policies
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tasks. The monitoring of implementation in countries is
a particular challenge. One expert notes:
“African Union Declarations provide ministries of
health with the leverage we need in our national,
regional and international advocacy. However more
needs to be done to ensure strong, compelling moni-
toring of the implementation of these policies in
countries. Partners need to support the African
Union so that it can systematically provide sound
progress reports on the implementation.”
Other regional institutions also contribute to prioriti-
zation of health on the continent. The Pan African Par-
liament, created in 2001, to ensure a representation of
the voices of African populations in regional decision-
making, intervened in favour of maternal, newborn and
child health during the July 2010 Summit. While the
body currently does not have legislative powers, it
aspires “to evolve into an institution with full legislative
powers, whose members are elected by universal adult
suffrage” [37]. An assessment of the Parliament notes
that adopting this model, which is already in existence
in the European Parliament, could render the body
much more effective.
Currently relegated to an advisory role, the body still
contributes to regional prioritization. For instance, in
October 2010, the Pan African Parliament Assembly
adopted a motion adopting the Africa Parliamentary
Policy and Budget Action Plan for Implementation of
July 2010 AU Summit Decisions on Maternal, Newborn
and Child Health and Development in Africa, and Part-
nership for Eradication of Mother to Child Transmis-
sion of HIV and AIDS [38]. In 2011, the Speakers of
African Parliaments adopted Resolution on Declaration
of Commitment for the Prioritization and Implementa-
tion of African Union Summit Decisions on Youth
Development and Maternal, Newborn and Child Health
[39].
Similarly, the African Court on Human and People’s
Rights has a strong health element to its work [40]. To
date, 45 African countries [41] have ratified the charter
on the rights of the child and 28 have ratified the proto-
col on the rights of women [42]. If more could be
encouraged to ratify, this would strengthen the mechan-
isms behind the regional conventions and result in
greater accountability.
The Africa Peer Review Mechanism (APRM) assesses
progress on health through its socioeconomic develop-
ment remit [43]. For example, the APRM 2010 Review
of Lesotho expresses concern at the lack of progress on
women’s and children’s health [44]. As of June 2009, the
APRM counted 29 states and reports have already been
undertaken in at least 12 countries.
Actor networks and advocacy efforts
Strong actor networks can generate, through advocacy
efforts, increased attention for women’sa n dc h i l d r e n ’s
health at both country and regional levels [45]. The
results of this document review indicate that advocacy
has indeed been a force behind the uptake of health
policies since 2002.
For example, during the Summit, health campaigners,
development partners and Ministers of Health and
Finance were invited to debate health financing during a
high-level side event on health financing. Advocates
were also invited to speak alongside Heads of States in
the plenary session and requests from advocates such as
Professor Jeffrey Sachs, Director of The Earth Institute
at Columbia University, were included in the Summit
outcome document.
With advocacy playing such an important role, it is
crucial to harness the efforts of women’s and children’s
health advocates by developing multi-stakeholder actor
networks that reflect the needs of member states, while
also spanning the continuum of care for women’sa n d
children’s health [46]. Until 2008, African Union policies
on women’s and children’s health tackled issues verti-
cally. By contrast, AIDS, tuberculosis and malaria have
often been included in the same policy.
This division in policy topics across the continuum of
care has also been seen in the actor networks. The first
streamlined global advocacy efforts for women’sa n d
children’s health began as recently as 2005, when three
global partnerships merged: the Partnership for Safe
Motherhood and Newborn Health; the Healthy New-
born Partnership; and the Child Survival Partnership.
Although major networks of this type do not yet exist
at regional level, effective actor networks are emerging
and contributing to priority setting and policy imple-
mentation. Civil society groups have long been recog-
nized as key actors in advocacy, and the development of
the Africa Maternal, Newborn and Child Health Coali-
tion, a regional NGO network on women’s and chil-
dren’s health, was an important outcome of the July
2010 Summit [47]. One expert notes:
“Coordinated partner action at the regional and
country level is crucial to ensure the wide dissemina-
tion of Head of State commitments and accountabil-
ity for results. NGO groups can be particularly
helpful in this sense.”
Health-care professional associations in Africa can also
influence priority setting and the accountability of states
to produce results, either directly or by raising
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an important role in collecting good-quality health data
for monitoring and accountability[50]. At the global
level, associations operating along the continuum of
care have begun to collaborate, spurred by the activities
of organizations such as the International Federation of
Gynaecology and Obstetrics [51].
Non-traditional actors are beginning to play a role in
advocacy for women’s and children’s health, including
parliamentarians [52] and the media. The latter are
increasingly recognized for raising awareness, for exam-
ple by communicating the commitments made by Heads
of States, and by pressurizing governments to perform.
As one expert notes:
“The [women’s and children’s health] community
must involve non-traditional stakeholders in the
reshaping of advocacy messages and widen their
scope of engagement.”
To optimise their effectiveness nationally and region-
ally, actor networks should coordinate their work and
i n v o l v et h ew i d e s tr a n g eo fp o s s i b l es t a k e h o l d e r s .T h e
Global Strategy for Women’s and Children’s Health pro-
vides some direction on expanding the types of stake-
holders involved in women’s and children’s health
efforts and notes the roles to be played by each of these
different partner constituencies [53]. The process
around the development of Global Strategy also sought
to integrate regionally-defined priorities. Efforts are now
being conducted by partners to align the implementa-
tion of Global Strategy commitments with regional and
national plans and strategies [54].
The Commission on Information and Accountability
for Women’sa n dC h i l d r e n ’s Health has also anchored
its recommendations on principles of national sover-
eignty and has placed the country at the center of
accountability processes. Its recommendations are based
on principles of national leadership and ownership of
results, strengthening countries’ monitoring and evalua-
tion capacity and reducing reporting burdens of coun-
tries [55].
Funding and resources are also key factors, because
women’s and children’s health initiatives can be ham-
pered by the lack of a funding mechanism. One expert
notes:
“Financing does impact policy prioritization ... in
order to be most efficient and effective [funding]
must come through a defined platform” [56].
The benefits of sustained, coordinated funding are
reflected in the prioritization of AIDS/TB/malaria in
African Union policies. The Global Fund plays a major
role here, contributing a high percentage of official
development assistance and development assistance for
health funding [57].
Global actors have recognized the need for similar
sustained commitments, and a substantial increase in
health investment to close the “funding gap” for
women’s and children’s health [58,59]. Recent estimates
of the additional funding needed for the period 2011-
2015 in 49 low-income countries (33 of which are Afri-
can) amounted to US$88 billion [60]. A significant
amount of this was committed in September 2010 (US
$40 billion) and 2011 by governments and other donors
at the annual meetings held by the United Nations Gen-
eral-Secretary on the Global Strategy for Women’sa n d
Children’s Health [61].
In 2007 and 2008, US$4.7 billion and US$5.4 billion
were committed to women’s and children’s health activ-
ities in developing countries, respectively. These
amounts reflect a 105% increase between 2003 and 2008
and improved prioritization of countries based on the
burden of maternal and child deaths. However more
remains to be done [62].
Despite these new high-level commitments and sub-
scription to the principles outlined in the Paris Declara-
tion and the Accra Agenda for Action [63,64], funding
is still uncoordinated and often routed through bilateral
channels [65,66]. Some stakeholders argue that stream-
lined funding mechanisms are needed. For instance, the
African Union Heads of States (in their 2010 declara-
tion) called on the Global Fund to “create a new win-
dow” to fund women’s and children’s health.
Conclusion
This analysis demonstrates that in African Union poli-
cies, women’s and children’s health is prioritized using
fewer frames than AIDS/TB/malaria. It also demon-
strates that women’s and children’sh e a l t hi sm o s to f t e n
framed using advocacy and accountability as opposed to
health and economic arguments.
Prioritizing women’s and children’s health in African
Union policies could be strengthened by 1) widening
the range of frames used to discuss these issues, and 2)
developing a stronger evidence base to support both
currently-used and new frames.
The analysis also notes that regional institutions have
and continue to play an important role in prioritizing
women’s and children’s health. It identifies advocacy as
an important mechanism to prioritize women’s and chil-
dren’s health while ensuring links between global, regio-
nal and national priorities, and an alignment of partner
efforts in reproductive, maternal, newborn and child
health.
In order to improve the prioritization of women’sa n d
children’s health within African Union policy-making,
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support the African Union Commission and other regio-
nal bodies such as the Pan African Parliament in the
prioritization of women’sa n dc h i l d r e n ’sh e a l t hi np o l i -
cies, 2) strengthen existing regional and national
women’s and children’sh e a l t hn e t w o r k si np a r tb y
widening the range of partners to include the private
sector, media and parliamentarians, and 3) align global
efforts and campaigns with nationally-and regionally-
defined priorities.
Using a wider range of policy frames and strengthening
the evidence base
In an environment where different priorities compete
for funding, women’sa n dc h i l d r e n ’s health policies
could claim more attention by using a wider range of
frames. As noted by Heads of States in their Summit
debate on women’s and children’s health, resource con-
straint is a key barrier to health investment. Therefore,
the use of all available evidence would help advocates to
make a more effective case for prioritizing women’s and
children’s health in African Union policies.
It seems likely that increased use of economic argu-
ments would define women’s and children’s health as an
investment, highlight the cost-effectiveness of health
interventions and assist decision-makers in allocating
scarce resources, by defining the synergies between
investments in social determinants and health outcomes.
To inform policy decisions more effectively, national
and regional institutions have the option of gathering
region-specific evidence on the cost savings that result
from effective interventions, and on the impact of better
health on growth and productivity. In the interim, exist-
ing global estimates, and regional calculations based on
disability adjusted life years and gender disaggregated
information, are available to inform policy discourse.
Regional institutions could also gather evidence on the
impact of investment on social determinants of health.
This would inform debate by decision-makers about
how to invest in other sectors that have an impact on
women’s and children’s health, such as water and sanita-
tion, education and transport [67,68].
Increased use of health frames would also aid the case
for greater prioritization of women’s and children’s
health, by providing compelling, specific evidence for
the effectiveness of proven interventions. Much of the
evidence on health outcomes already exists, and is
reported by international journals such as The Lancet
and in processes such as Countdown to 2015.
Strengthen regional institutions and actor networks, and
improve partner coordination
The African Union Commission and related bodies such
as the Pan African Parliament are key fora for advocacy
in favour of women’sa n dc h i l d r e n ’sh e a l t h .H o w e v e r ,
their resources (human capital and financial) are
s t r e t c h e d ,a n dt h e yw o u l db e n e f i tf r o mi n c r e a s e dc a p a -
city to engage fully in advocacy and follow-up at regio-
nal, sub-regional and national levels. Increasing the
capacity of regional institutions can be done through
the financing of health-related programs, specific pro-
jects and staff. Additionally, partners with wide country
presence have the option of entering into joint planning
with regional entities and acting as the implementing
arms of regional agreements. For instance, partners
could track a certain number of indicators to monitor
progress on women’sa n dc h i l d r e n ’s health in countries
which regional institutions can feed into their assem-
blies. These processes already exist but could benefit
from being used more systematically and by a wider
range of partners.
While women’s and children’sh e a l t ha c t o r se x i s ta n d
are quite active, they have tended to operate in silos and
focus on specific issues. We suggest that stronger and
better coordinated actor networks, focusing across the
continuum of care, would generate more effective advo-
cacy, and encourage policy-making and implementation.
National and regional committees on women’s and chil-
dren’s health could be expanded to include-in addition
to representatives from the Ministries of Health, donors
and international organizations, health care profes-
sionals, academics and NGOs-the private sector, parlia-
mentarians and the media. Collaboration among these
partners would align efforts for more efficiency, improve
the effectiveness of outlined strategies and widen the
scope of actions to improve health.
Women’s and children’s health actors also have the
potential to facilitate better integration of national prio-
rities in regional and global policies. For instance, the
development of the Global Strategy sought to integrate
perspectives from countries through consultations with
country representatives. In the future, similar processes
might use established regional networks such as the
Africa Maternal, Newborn and Child Health NGO Net-
work and processes such as African Union Ministerial
meetings to ensure that global initiatives are based on
national and regional priorities and recommendations.
Policy-making for better health
Campaigners for improved women’sa n dc h i l d r e n ’s
health in Africa still face significant challenges. These
include the limited capacity of the African Union bodies,
the imperfect integration of national, regional and global
priorities, and the lack of a central mechanism for the
funding of women’s and children’s health. However, as
our paper suggests, there is great scope for the African
Union, other regional institutions and actor networks to
work together more closely to develop and prioritize
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in Africa.
Annex 1-List of African Union health policy
documents analysed
All African Union Policies that mention the word ‘heath’-
Keyword search-health
1. 1963 Health, Sanitation and Nutrition
2. 1979 Declaration on the Rights and Welfare of the
African Child
3. 1985 Resolution on the Drawing up of a Pro-
gramme of Assistance to Africa by UNESCO in the
Fields of Scientific Research and Development
4. 1987 Declaration of Health as a Foundation for
Development
5. 1987 Resolution on Universal Immunization in
Africa
6. 1987 Resolution on the Reconstruction of Chad
7. 1987 Resolution on the Candidature of Professor
Gottlieb Lobe Monessoko for the Post of Director
General of WHO
8. 1990 Declaration of the Assembly of Heads of
States and Government of the Organization of Afri-
can Unity on the Political and Socio-Economic
S i t u a t i o ni nA f r i c aa n dt h eF u n d a m e n t a lC h a n g e s
Taking Place in the World
9. 1990 Resolution on the adoption of the African
Charter on the rights and welfare of the African
Child
10. 1990 Resolution on the World Summit on
Children
11. 1991 Declaration of the Twenty Seventh Ordin-
ary Session of the Assembly of Heads of States and
Government on Employment in Africa
12. 1991 Declaration on the current African Health
Crisis
13. 1992 Declaration on AIDS epidemic in Africa
14. 1992 Resolution on AIDS and Africa: an agenda
for action
15. 1994 Tunis Declaration on AIDS and the Child
in Africa
16. 1994 Preamble to the Declarations and Resolu-
tions adopted by the 30th Ordinary Session of the
Assembly of Heads of State and Government
17. 1995 Addis Ababa Declaration on the Dakar
African Platform for Action on Women
18. 1995 Declaration on the African Plan of Action
concerning the situation on Women in Africa in the
context of Family Health
19. 1995 Resolution on Mobilization of Resources
for Africa’s Economic and Social Development
20. 1996 Yaoundé Declaration on Polio Eradication
in Africa
21. 1996 Resolution on the Regular reporting of the
Implementation status of OAU Declaration on HIV/
AIDS
22. 1996 Resolution on Bioethics
23. 1997 Harare Declaration on Malaria Prevention
and Control in the Context of African Economic
Recovery and Development
24. 1998 Ouagadougou declaration
25. 1998 Decision: Malaria Prevention and Control
within the context of Africa’s Economic Recovery
and Development
26. 1999 Decision on the “First Meeting of States
Parties to the Convention on the Prohibition of the
Use, Stockpiling, Production and Transfer of Anti-
Personnel Mines and on their Destruction”
27. 2000 Lome Declaration
28. 2000 Lome Declaration on HIV/AIDs in Africa
29. 2000 Decision on proposal for the eradication of
tsetse flies on the African continent
30. 2000 CSSCDA Solemn Declaration
31. 2001 Decision on the declaration of 2001-2010 as
the decade for traditional medicine
32. 2001 Decision on the report on implementation
of the PoA on the eradication of tsetse flies in
Africa.
33. 2002 Decision on the control of Arterial Hyper-
tension in Africa
34. 2002 Decision on the status report on Global
Alliance for Vaccines and Immunization (GAVI)
35. 2003 Decision on promoting the development of
sustainable cities and towns in Africa
36. 2003 Declaration on the fifth WTO Ministerial
Conference
37. 2003 Maputo Declaration on Malaria, HIV/AIDS,
Tuberculosis and Other Related Infectious Diseases
(ORID)
38. 2004 Decision on the Implementation of the
New Partnership for Africa’s Development (NEPAD)
39. 2005 Decision on the Interim Report on HIV/
AIDS, Tuberculosis, Malaria and Polio
40. 2005 Decision on the proposal on sickle-cell
anaemia
41. 2005 Decision on the Report of the Commission
on Accelerating Action for Child Survival and Devel-
opment in Africa to meet the MDGs
42. 2005 Declaration on the Review of the Millen-
nium Declaration and the Millennium Development
Goals (MDGs)
43. 2006 Decision on the Linkage between Culture
and Education
44. 2007 Decision on avian flu
45. 2007 Addis Ababa Declaration on Science Tech-
nology and Scientific Research for Development
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and child health and development
47. 2008 Decision on the Report on the Promotion
of Maternal, Infant and Child Health in Africa
48. 2008 Decision on the Progress Report on the
Implementation of the Commitments of the May
2006 Abuja Special Summit on HIV/AIDS, Tubercu-
losis and Malaria (ATM)
49. 2009 Decision on the specialized technical
committees
50. 2009 Decision on the Report of the Implementa-
tion Status of Decision on Promotion of Maternal,
Infant and Child Health and Development in Africa
51. 2009 Decision on the Themes of the July 2009,
January 2010 and July 2010 Sessions of the Assembly
52. 2010 Declaration on information and communi-
cation technologies in Africa: Challenges and pro-
spects for development
53. 2010 Decision on the Five (5)-Year Review of the
Abuja Call for Accelerated Action Towards Univer-
sal Access to HIV/AIDS, Tuberculosis and Malaria
Services in Africa
54. 2010 Declaration on Actions on Maternal, New-
born and Child Health and Development in Africa
By 2015
55. 2010 Decision on the partnership for the eradica-
tion of mother to child transmission of HIV/AIDS
56. 2010 Decision on the Report of Head of State
and Government Orientation Committee on
NEPAD
Additional policies identified through a review of subset
of policies in African Union Social Affairs department
based on established department themes
1. 1992 Resolution on the Summit on the Economic
Promotion of rural women presented by Senegal
2. 1997 Decision: Harare Declaration on Malaria
Prevention and Control
3. 1998 Establishment of an African Fund for AIDS
Control
4. 1999 Decision on the ILO Convention on the
Banning of the Worst Forms of Child Labour and
Immediate Action for their Elimination
5. 2000 Decision on the Report of African Summit
on Roll-Back Malaria
6. 2000 Decision on the Holding of an African Sum-
mit on HIV/AIDS, Tuberculosis and other related
infectious diseases
7. 2001 Decision on the African Summit on HIV/
AIDS, Tuberculosis and other related infectious
diseases
8. 2001 Decision on the Pan-African Forum on the
future of Children
9. 2002 Decision on the report of the African Com-
mittee on the rights and welfare of the Child
10. 2003 Decision on the Appointment of Members of
the African Commission on human and people’sr i g h t s
11. 2003 Decision on the Draft Protocol to the Afri-
can Charter on Human and People’s Rights Relating
to the Rights of Women
12. 2004 Decision on AIDS Watch Africa (AWA)
and the Implementation of the Abuja and Maputo
Declarations on Malaria, HIV/AIDS, Tuberculosis
and Other Related Infectious Diseases in Africa
13. 2004 Decision on the International Centre for
the Education of Girls and Women in Africa
(CIEFFA)-Doc. Assembly/AU/11 (V) Add.1
14. 2004 Solemn Declaration on Gender Equality in
Africa
15. 2005 Decision of the appointment of members of
the African experts on the rights and welfare of the
child
16. 2006 Decision on the Progress Report on AIDS
Watch Africa (AWA)
17. 2006 Decision on the election of one member of
the African committee on the rights and welfare of
the child
18. 2006 Decision on Abuja Call for Accelerated
Action Towards Universal Access to HIV/AIDS,
Tuberculosis and Malaria (ATM) Services in Africa
19. 2006 Decision on the continental framework for
harmonization of approaches among member states
and integration of policies on human rights and peo-
ple affected by HIV/AIDS in Africa
20. 2007 Decision of the reports on the implementa-
tion of the African Union solemn declaration on
gender equality in Africa
21. 2008 Decision of the reports on the implementa-
tion of the African Union solemn declaration on
gender equality in Africa
22. 2008 Decision of the appointment of members of
the African experts on the rights and welfare of the
child
23. 2009 Decision on the African women’s decade
24. 2010 Decision on the Establishment of the Fund
for African Women
25. 2010 Decision on the Appointment of Members
of the African Committee of Experts on the Rights
and Welfare of the Child
Annex 2-Questions to interviewers
The interviewees were asked to comment on:
￿ The prioritization of women’s and children’s health
in the African Union; whether this could be
improved;
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the prioritization or de-prioritization of women’s
and children’s health; and how these same mechan-
isms and actors could improve prioritization.
￿ Their perception of the value placed on African
Union policies by states and development partners,
and how this value could be increased.
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